In a previous paper (Sainchez Cascos, 1964) the results of an analysis of the finger-print pattern in a series of 150 patients with congenital heart disease were presented. Statistically significant differences were found between the patients as a whole and a normal control group and also between different diagnostic groups in the series. These differences seemed to be due to a relatively small number of patients who had abnormal patterns, and we suggested that these patients could represent the genetically determined fraction of congenital heart abnormalities.
In general there is a tendency in the patients for the t triradius to occupy a more distal position (t' or t') and this of course is associated with a wider atd angle. This is most marked in the Fallot's tetralogy group where the mean atd angle was 510, compared with 410 in the controls (p < 0 001). For the whole series of patients the difference in the t position as compared with the controls is statistically significant (x2 = 143-15; p < 0-001). The groups with aortic stenosis, coarctation, and persistent ductus differed least from the normal subjects.
The t triradius was found most commonly in the tu or tM position in the controls and here again the patients with aortic stenosis and persistent ductus closely resembled the normals. The series as a whole, however, showed a greater proportion of cases with a tR location; the difference between the whole series and the normal subjects is again statistically significant with x2 = 59*77 and p < 0*001. As before, the Fallot's tetralogy group shows the greatest difference from the controls with nearly half the patients having a tR position which was present in only 9 per cent of the controls (X2 = 14; and p < 0 001).
DiSCUSSION
Genetic control of the position of the t, or axial, triradius of the palm is well established from twin and parent-child correlations. It (Penrose, 1954) .
Increase of the atd angle is due to a distal shift t of the t point, bringing it closer to the a and d t triradii which are relatively fixed. Penrose (1954) arbitrarily defined the t, t', and t" positions as those with atd angles less than 450, 450 to 560, and more than 560, respectively. More recently he has defined a tm position where the atd angle exceeds 1000 (Penrose, 1963) . Using his definition, the t position occurs in 80 per cent of too -s -normal subjects (Penrose 1954) , while t' is common X2-14315 1-08 _I 1.7 IS 2 7 3-8 10 I1
in Turner's syndrome, t' in mongolism, and t' in P<0 001 07 07 05| 001 03 0-2 0 7 0*7 13-15 trisomy (Penrose, 1963 disease. They found a statistically significant difference between the two groups with a greater tendency for the axial triradius to occupy a more distal position in the congenital group. They did not, however, analyse their data according to the different diagnostic categories in this group. Rowe and Uchida (1961) also found in mongoloid patients that the axial triradius was more frequently in the normal t°position in those without cardiac abnormality than it was in those with associated congenital heart disease. The total number studied in the present series is rather small, but the analysis of the results according to diagnosis has yielded some interesting results. In keeping with Hale's observations there is a tendency to a more distal position for the axial triradius in the series of congenital heart disease patients as a whole. While 92 per cent of the normal controls have at°position, the patients with congenital heart disease, other than those with aortic stenosis, aortic coarctation, and PDA have a less frequentt°position, ranging from 82 per cent in those with isolated pulmonary stenosis to only 49 per cent in those with Fallot's tetralogy.
The shift of the axial triradius is not only distally but also radially. Only 9 per cent of the controls had a tR position, but most of the congenital heart disease groups had 25 per cent or more with tin this position. This was again most marked in the patients with Fallot's tetralogy where tR 602
